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Abstract
Background

The nutritional status of young children is one of the sensitive indicators of sudden changes in health status
and food availability. Orphans are potentially at greater risk of malnutrition because they are more likely to
be extremely poor, receive less medical and social care. This segment of the population seeks immediate
support for their survival and growth despite less number of orphanages compared to the magnitude of
orphans. Despite the aforementioned nutritional concerns among these children, there exists an inadequate
body of information about school age orphans and vulnerable children nutritional status in Ethiopia. Thus
the objective of this study was to assess nutritional status and whether duration of institutionalization in the
orphanage and illness in the last weeks had an effect on the nutritional status of school age orphan and

vulnerable children in Addis Ababa, Ethiopia.

Methods: Institution based cross-sectional study was conducted in Addis Ababa. A representative sample
size of 418 school age orphan and vulnerable children were selected to participate in the study. Simple
random sampling technique was used to select the study participants. Interviewer administered
questionnaire and anthropometric measurements were used to collect the data. The collected data was
entered and processed with Epi data and Anthro plus, to analyze for z scores, and transferred to Statistical
package for social science version 22.0 for further analysis. Multivariate analysis was used after setting

statistical significance at a= 0.05.

Result: A total of 391 school age orphans and vulnerable children took part in the study with a response
rate of 93.5 %, of whom 310 (79.2%) were orphaned children. Among the children the prevalence of
stunting was 21.5 %, Underweight 12.8 % and low BMI for age was 12 %. The odds of stunting in orphan
and vulnerable children increased in those who stayed in the orphanage for greater than 10 years as
compared to those who stayed in the orphanage for less than five years (AOR=5.81:95% CI;(2.27-14.8).
Presence of illness in the last two weeks was associated with increased odds of low Body mass index for
Age z score in orphan and vulnerable children who were ill in the last 2 weeks (AOR=5.01:95% CI;2.53-
9.89).

Conclusion and recommendation: The proportion of under nutrition was moderate to high in school age
orphaned and vulnerable children in the age group of 7-14. Long duration of stay in orphanages and
presence of illness in the last two weeks were important predictors of stunting and low BMI for age Z scores
respectively. To decrease the proportion of underweight in orphanage institutions and to improve the
nutritional status of orphaned and vulnerable children , the orphanage administrations should work in

improving the nutritional and health care services given to the orphans during institutionalization.
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1. Introduction

1.1 Background

Malnutrition is poor state of health caused by inadequate intake of the required nutrients in the
body and persists in all countries of the world in its many forms, but it is worse in developing
countries where an estimated 174 million children under five years of age are malnourished, as
indicated by low weight for age. It prevents individuals and even whole societies from achieving

their full potential (1).

Under nutrition contributes to half of all deaths in children under five this translates to unnecessary
loss of about 3 million young lives a year worldwide (2). Children who are under nourished have
lowered resistance to infection and are more likely to die from common childhood illnesses such

as diarrheal diseases, febrile illness and respiratory infections (3).

Currently 17.8 million orphan children in the world had lost both parents (double orphan) and 153
million children had lost either parents (single orphans). While 13 % of the World’s Children under
the age of 18 years live in Sub-Saharan Africa, 36 % of the World’s orphans live in these regions
(2). Within Ethiopia 5.5 million children, around 6 % of the total population, are categorized as
orphans or vulnerable children (OVC). OVC comprise almost 12 % of Ethiopia’s total child
population and half of children below the age of five are stunted (3).

The nutritional status of young children is one of the sensitive indicators of sudden changes in

health status and food availability acting as early warning signs of disasters, ill health and famine.
Many orphan children are suffering from cycles of poverty as a result of death of their parents (5).
Orphans are potentially at greater risk of malnutrition because they are more likely to be extremely
poor, receive less medical and social care. This segment of the population seeks immediate support
for their survival and growth despite less number of orphanages compared to the magnitude of

OVC (6).



1.2 Statement of the problem

Malnutrition in all its forms remains a global concern, particularly affecting highly vulnerable
population in several regions of the world. In 2016, under nutrition contributes to the death of
around 3 million children and threatens the futures of hundreds of millions, undermining the
healthy development of their bodies and their brains and affecting their ability to learn and to earn
as adults. Under nutrition not only affect the health and wellbeing of individual children, but also

undermines the strength of their societies by preventing children from achieving their full potential

7).

Malnutrition at the early stages of life can lower child resistance to infections, increase child
morbidity and mortality, and decrease mental development and cognitive achievement. Adequate
nutrition is the keystone of survival, health and development not only of current generations but

also of the ones to come (3).

Under nutrition puts children at a greater risk of dying from common infections. It also increases
the frequency and severity of such infections and contribute to delayed recovery. In addition, the
interaction between under nutrition and infection can create potentially lethal cycle of worsening

illness and deteriorating nutritional status (2).

Orphan children faced with many problems including the basic needs such as food, safe water,
parental care, supervision and protection. As a result of this they suffer from malnutrition and poor

health. Children living in orphanages tend to be neglected and become malnourished (4,29).

The children in orphanages had a significantly higher rate of stunting and underweight than the
non-orphanage children. This was an indication that chronic malnutrition was more prevalent
among the children in orphanages. But the non-governmental organizations operating in the areas
have been supporting very few children with educational materials, health care cost and food. The
supports being offered by the nongovernmental organizations were insufficient, intermittent,
duplicated and limited to few children interims of their coverage. Consequently, a number of

orphan and vulnerable children are still in a difficult situation and seek immediate attention (7, 9).

Malnourished children experience developmental delays, weight loss and illness as a result of in

adequate intake of protein, calories and other nutrients. Orphaned and institutionalized children



may experience one or several macro nutrient deficiencies in particular zinc, iron and vitamin A.
These were commonly associated with weakened immune function and a child may contract an
infection due in part to poor nutritional status. Particularly, in institutions where there are poor
sanitary practices, children are vulnerable to infections since they are at risk for a variety of short
term and long term complications. Children living without permanent parental care are at highest
risk for under nutrition, putting their health and development in great jeopardy. Yet without proper
resources, caregivers and professionals are unable to meet the specific nutrition and feeding needs
of these children (10).

Most studies comparing the anthropometric status of orphans and non-orphans have focused on
children under five years old. Although there are studies conducted on the nutritional status of
orphaned and school children in different parts of Ethiopia there was no study conducted on the
nutritional status of institutionalized orphaned and vulnerable children in Addis Ababa. So this
study was intended to fill this gap by assessing the nutritional status of school age orphaned and

vulnerable children.

1.3 Significance of the study

Malnutrition is a huge public health problem in orphan children. But there is little evidence that
indicates the nutritional status of institutionalized school age orphaned children in Ethiopia. This
study was intended to fill this gap by assessing the nutritional status among institutionalized school

age orphaned and vulnerable children in Addis Ababa.

The findings of this study will improve our knowledge on the nutritional status of orphanage
children. The findings will also help governments, policy makers, non-governmental organizations
and donors to make decisions to address the needs of institutionalized orphaned and vulnerable
children and to provide holistic support for the orphanages. It will also be used as Baseline data

for future nutrition intervention programs in orphanages.



2 Literature review

2.1 The situation of orphans and vulnerable children in the world

According to the 2016 Unicef report, an estimated 17 million children worldwide had lost one or
both parents to AIDS. It is also indicated that more than 90 % of this children lived in sub-Saharan
Africa (2).

It was also showed that many more orphans were orphaned for other reasons like, poverty,
corruption, difficult adoption process and war (man-made disasters) (19). It’s also revealed that
orphans were considered vulnerable for HIV /AIDS, at risk of missing school, living in households

with less food security and suffering from anxiety and depression (11).

The report by African orphan generation showed that the number of orphans in Sub-Saharan Africa
will continue to rise in the years ahead, due to the high proportion of sub-Saharan African adults
already living with HIV/AIDS and the continuing difficulties in expanding access to life-

prolonging Antiretroviral treatment (12).

It was indicated that the situation of orphans and vulnerable children receives little attention in
poverty reduction strategic papers and national strategic plans, despite the large magnitude of the

problem in some countries (13).

A study conducted in Nigeria showed, there was an increase in the number of children losing their
parent(s) due to infectious and non-infectious causes. It was also indicated that more parents were

dying than before, which in turn increased the magnitude of orphan and vulnerable children (20).



2.2 The situation of orphans and vulnerable children in Ethiopia

Ethiopia counts one of the largest populations of orphans in the world. A Unicef report states that
in Ethiopia there were 4.5 million orphans on a population of 90 million in 2014. The 4.5 million
means that 5% of the total is an orphan, their parents are died of AIDS, untreated illness, hunger,

drought and war (17).

According to the Unicef report, Ethiopia counts a steady increase in the number of street children
orphaned by different reasons. In Addis Ababa more than more than 30 % of girls aged 10-14 were
not living with their parents (18). It was also showed that the rights of most orphans in Ethiopia as
well as in Amhara region were not protected due to various socio economic problems and cultural

factors. Because of this, these orphans were found in a worse situation (16).

Despite this there are few orphanages in Ethiopia as compared to the number of orphaned and
vulnerable children. It was also indicated that most of orphanages were initiated as a quick
response to solve the problem of unaccompanied and orphaned minors. Because of this situation
many problems were faced at home (16). Another assessment made by the former Children and
Youth Affairs Organization in Ethiopia showed the problems faced by the orphanages as in
adequate funding to support programs designed for the children, shortage of trained personnel,
Inadequate skills training that resulted in long care in orphanage, lack of psychosocial service, lack
of long-term strategic planning are some of the problems faced in the orphanages .As it was also
showed in a case study conducted in Bahirdar ,various governmental and some nongovernmental
organizations are involved in the support of orphans. But this couldn’t address the problem of
orphans in a sustainable way as they lack a coordinated approach. There is duplication of effort
and wastage of resources. Due to this a few benefited from various institutions and most orphans

left without any form of support (14,15).



The finding of the study done in Jimma on the situation of orphans also revealed that non-
governmental organizations operating in the areas had been supporting very few children with
educational materials, health care cost and food. The supports being offered by the non-
governmental organizations were insufficient, intermittent, duplicated and limited to few children
in terms of their coverage. It was also indicated that orphan and vulnerable children were in
difficult situations. The major problems of the OVC were malnutrition, poor hygiene, lack or
shortage of proper clothing and essential social services (such as health, education, and shelter).
Because of these problems, some of the OVC also become exposed to child labor exploitation,

child sexual abuse, drug abuse and child trafficking (6).

2.3 Nutritional status of orphans Vs. non-orphans

A study done in the united republic of north western Tanzania on the impact of adult death on the
health of children showed that the loss of either parent and the death of other adults in the
household will increase stunting. This study also revealed that both maternal and paternal orphans
were more likely to be short for their age than non-orphans. In non-poor families, the loss of a
parent raises stunting to levels found among children in poor families with living parents. In poor

families orphaning raises stunting levels even higher (30).

Nutritional statuses of the orphans were very poor in 6 to 12-year orphan children in Bangladesh
orphanages. Children in orphanages had a significantly higher rate of stunting and underweight
than non-orphanage children. The result reveled the prevalence of stunting 47.2 % and 24.5 % in
orphanages and non-orphanage children respectively. This was an indication that chronic

malnutrition is more prevalent among the children in orphanages (9,32)

Underweight prevalence of orphans in Kampala Uganda was 12 %, but there was no difference in

the univariate analysis of anthropometric parameters between orphans and non-orphans (33).

Children in orphanages had a significantly higher rate of stunting, underweight as compared with

non-orphanage children rate of stunting and underweight (9).



Non orphans had better food and nutritional intakes than orphans as it was showed in Nigeria. This
study also showed non-orphans were more likely to eat at least 3 times daily, more likely to take
proteins regularly, more likely to eat food to satisfaction and less likely to report insufficient food

as a problem than the orphans (20).

Orphanages in Jimma community between the ages of 5 and 14 years showed that the orphanage
children were more likely to be stunted but not more likely to be wasted than the family children
(25). A study conducted in under five orphan children in Gondar also showed that the prevalence

of wasting, underweight and stunting to be 9.9 %, 27.8 % and 45.7 % respectively (23).

A comparative cross-sectional study conducted in Raki district of Ghana showed, large proportion
of the orphans (47 %) were malnourished when compared with only 28 % of malnourished non-
orphans found in the normal homes (34). In HIV infected children living in an institution facility
in India 79 % ,72 %,27% were underweight, stunted and wasted respectively. The nutritional status
in Peri urban settlements also showed 59 %, 40 % and 25 % of the study participants were

underweight, stunted and wasted respectively (38,39).

In contrary to this case control analysis done in all regions of Ethiopia in 2010 showed that orphan
school children seemed to have a better anthropometric status than non-orphans although, the
significant differences that were observed were relatively small. It was also showed that maternal

and double orphans were less likely to be thin than paternal orphans (22).



2.4 Factors associated with the nutritional status of orphaned children

2.4.1 Socio demographic factors

Sex of the children

The prevalence of under nutrition in boys was higher than in girls in paternal and double orphans
likewise, in a study conducted Lebanese orphanages wasting was high in boys than girls. But more

girls than boys were stunted (10, 36).

Sex of the orphans didn’t find any significant relation with the nutritional status of orphaned

children in a case control study conducted in Ethiopia (22).

It was also showed that food intake of boys and girls did not show any significant difference in the

study done in Nigeria (20).

Age of children

Age of the orphaned children was significantly associated with malnutrition in a study conducted
in Mygoma orphanage center (25). As was showed in Lebanese orphanages, increased age of the
orphaned children was associated with stunting (36).

Stunting and underweight was worse among younger (4-7) years boys and 8-11 year girls in
orphanages (4).

Age of children were positively and significantly correlated to the proportion of stunted children,
that is the likelihood of being underweight was significantly higher among children older (8-11
years) in orphanages (9).

With respect to age groups of the OVCs, the prevalence of stunting was found to be high among
10-12 years age group which was 25%, followed by 13-14 years age group which was 20.7 % and
among those in between 7-9 years age group which was 19.3%. However, prevalence of wasting
or thinness was 20.7 % for those between 7-9 years followed by 20.1 % for 13-14 years and 14.4%
for 10-12 years age categories (10).



ounger age was found to be associated with underweight (39). In contrary with this there was no
statistically significant differences between younger and older age groups in any of the
anthropometric indices in Lebanon orphanages (36). It was also indicated that age did not found
any more statistically significant interactions than would be expected by chance alone as it is

reveled in the survey done in all regions of Ethiopia (22).
Duration of stay in the orphanage

Prevalence of malnutrition seemed to increase significantly in proportion with increase in length
of stay in the orphanage, these differences were significant for stunting and underweight but not
significant for wasting. Children who had been admitted to the orphanage for longer period were
more likely to be stunted and underweight than those who had been recently admitted. This might
be due to the nutritional care in these orphanages was less than optimal, resulting in long term

chronic malnutrition (9).

A study done in Kenya showed duration of stay in the orphanage was positively and significantly
correlated to the prevalence of underweight in orphanage children (9). Another study done in three
foster care institutions in Serilanka showed children continued to be malnourished during
institutionalization (35). A Study done in Tangail district of Bangladish found a significant
relationship between occurred disease type and duration of staying in the orphanage, the rate of

chronic under nutrition become more prevalent with increased duration of stay in the orphanage

.

In contrary to this malnutrition among the orphans was higher during their first four years in the
orphanage and with increasing duration in the orphanage malnutrition levels gradually declined as
shown in children living in Dahika orphanage in Bangladesh, this might be due to involvement of
special segment of the population who are in care and support (34). A study in North lebanon also
showed lack of significant association between duration of stay in the orphanage and increased

risk of stunting (36).

It was also indicated by Panapanich in Malawi, children who had spent more than one year in the

orphanages were less malnourished than those who had been admitted for a shorter time (37).



2.4.2 Health related factors

Presence of illness

Orphaned Children in Kenyan orphanages were more likely to be stunted and underweight, this

was associated with high levels of diarrhea and colds/cough (9).

History of illness in the last 2 weeks was also found to be associated with stunting and underweight

in the study done in Kampala Uganda (33).

A study in Harer charity organizations also revealed that, stunting was usually associated with long
term chronic malnutrition and long term factors such as frequent infection and poor feeding
practices. About 20.3 % of the children are taking ART prophylaxis and thus they were HIV
infected probably through mother to child HIV transmissions and the other orphans might be also
being infected too. Due to HIV infection the host immunity may be impaired and leaving them
vulnerable to frequent infection thereby causing nutritional inadequacies and it can also be viewed
the other way too that malnutrition can also impairs their immunity and the vicious cycle will

continue synergistically affecting growth and development of these children (10).

Cough two weeks before the survey time was significantly associated with wasting in a study done

in Hawassa school age orphan children (40).

A study done in Gondar also showed diarrheal disease two week prior to the survey had
significantly associated with wasting. Orphan and vulnerable children who were not ill in 2 weeks
prior to the study were 40.2 % lower risk of underweight compared to those who had history of
illness. Similarly, in Mygoma orphanage center diarrhea is associated with malnutrition (24, 25).

In contrary to this, a study in kiambu municipality showed lack of relationship between having

been ill one month prior to the interview and nutritional status of children (29). Similarly, a study
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one in Kenya orphanages showed there was no significant relationship between wasting and

diarrhea and cough/colds (9).

2.4.3 Hygiene related factors

Chronic malnutrition and personal hygiene situations were worse among children in orphanages
in comparison with non-orphanage children. The proportion of underweight children was inversely
and significantly correlated with children’s bathing and washing hands with soap for both boys

and girls as shown in the study done in Kenya (9).

Absence of taps positioned strategically, for example near the orphanages’ dining area, which
could serve as a reminder to the children in orphanages to wash their hands before meals coupled
with rationing of water could have contributed poor personal hygiene among the children in
orphanages (9). A case control analysis done in Ethiopian orphans had showed significantly lower
odds than non-orphans of reporting to have washed their hands or face before coming to school

(22).

2.4.4 Dietary factors

Orphan and vulnerable children who consumed higher varieties of food groups had lower risk
wasting or thinness compared with those who consumed few varieties of foods (10). Similarly, a
study done in Budgam orphanages showed that dietary intake was incomplete or deficient for all
nutrients as compared to RDA for all age groups which may be related to poor planning of menus

found in orphanages (27).

A 24-hour recall done in Jammu orphanages showed orphans were consuming less energy,
proteins, fats, vitamins and minerals as per RDA for Indian Children and Adolescents. It was also
indicated that dietary intake of children was deficient for all nutrients when compared to RDA for
all age groups, this might be linked to the poor planning of menus and purchasing procedures

found in orphanages (40).

A study done in an orphan child in Anatang of Jammu, Kashmir in Mashakor and Bangladish
showed nutritional intake was deficient for all nutrients when compared to RDA This makes
nutritional status poor in orphans. It was also indicated that orphan children are deprived of

balanced diet (32, 39).
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A situational analysis in eight states in Nigeria showed, non-orphans had better food and nutritional
intake than orphans (20). The dietary assessment in Lebanon orphanages showed more than half
of the studied sample was estimated to have inadequate daily intake of vegetables, fruits and
proteins compared to the recommendation for their ages. Moreover, only 7.5 % of children (<10
years) and 9.6 % of adolescents (>10 years) had adequate dietary intakes as recommended for their
age specific needs, with no statistically significant difference between the two age groups. This
suggests the dietary quantity may be sufficient but the quality was not sufficient (36). But there

was Inconsistent relationships between nutritional status and missing of meal (26).
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3 Objective
3.1 General Objective

To assess the nutritional status among institutionalized school age OVC in selected orphanages in Addis

Ababa.

3.2 Specific objectives
e To assess the proportion of stunting, underweight and low BMI for age among
institutionalized school age OVC
e To assess whether duration of institutionalization in the orphanage had an effect on
the nutritional status of institutionalized school age OVC
e To assess whether presence of illness in the last two weeks had an effect on the

nutritional status of institutionalized school age OVC

14



4 Method

4.1 Study area

The study was conducted in selected orphanages in Addis Ababa, which is the capital city of
Ethiopia. There are 28 private and 3 governmental orphanages in Addis Ababa which are given
license by the Addis Ababa women’s and children affairs office. These orphanages are devoted
for the care and raring children who lost their parents and some of these orphanages give health
care services for the peoples outside the orphanage and give support for the vulnerable and fostered
children (Addis Ababa children’s and women’s affairs office). This study was conducted in four
orphanages. These were save our souls (SOS) children village, kidane mihert orphanage, kechene
orphanage and missionary of charity. There were 765 orphan and vulnerable children reared in

those orphanages.

4.2 Study design and period

An institution based cross-sectional study design was conducted from May to June 2018

4.3 Population

4.3.1 Source Population
The source population for this study was all institutionalized OVC aged 7-14 year residing in all

Addis Ababa orphanages.

4.3.2 Study Population
The study participants were those Institutionalized OVC aged 7-14 year in selected orphanages.

4.4 Inclusions and exclusion criteria

Inclusions Criteria

e OVC who were full time residents at the orphanage

Exclusion criteria

e OVC with obvious physical deformity (who are not able to stand on the measuring

scale)
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4.5 Sample Size and Sampling Technique

4.5.1 Sample Size Determination

Single population proportion formula for sample size calculation was used to recruit the eligible
participants. By assuming 5% margin of error and 95% confidence interval (Z alpha=0.05). The
prevalence of stunting, underweight and low BMI for age (46.5%, 20.8% and 10.5%, respectively)
among institutionalized OVC was taken from similar study conducted in Kenyan orphanages (9).
Finally, by considering a non-response rate of 10% the highest calculated sample size from the
three indicators was taken as the final sample size

Sample size calculation by using the prevalence of stunting in institutionalized OVC
Where

Z = level of confidence (1.96)2
P = single population proportion (46.5%)
d = margin of error (5%)

n = sample size

n=272p (1-p)/d2 = (1.96)2(0.465(1.0.465)/ (0.05)2 =380

n=380 by adding 10 % non-response rate, the sample size was 418

Sample size calculation by using the prevalence of underweight in institutionalized OVC
Where

Z = level of confidence (1.96)2
P = single population proportion (20.8%)
d = margin of error (5%)

n = sample size
n=Z722p (1-p)/d2 = (1.96)2(0.208(1-0.208)/ (0.05)2 =252
n=252 by adding 10% non-response the sample size was 277

Sample size calculation by using the prevalence of low BMI for age in institutionalized OVC
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Where

Z = level of confidence (1.96)2
P = single population proportion (10.5%)
d = margin of error (5%)

n = sample size

n=Z72p (1-p)/d2 = (1.96)2(0.105(1-0.105)/ (0.05)2 =144

n=144 by adding 10% non-response rate, the final sample size was 158
By taking the largest sample size the final sample size was 418

Table 1 sample size calculation by using the prevalence of stunting, low BMI for age and

underweight

Index Prevalence in | CI Margin of | Non Sample size
orphanage error(d) response | (n)
children (p) rate

Stunting 46.5% 95% 5% 10% 418

Low BMI for | 10.5% 95% 5% 10% 158

age Z score

Underweight 20.8% 95% 5% 10% 277

4.5.2 Sampling technique

Simple random sampling technique was used to recruit the study participants from the selected
orphanages. The orphanages were first stratified by ownership as governmental and non-
governmental. Three orphanages from non-governmental and one orphanage from governmental
were selected based on their voluntariness and the number of children residing in each orphanage.
The number of sample size required for each orphanage was allocated proportional to the number
of orphans in each orphanage. Finally, eligible participants were selected from each stratum

randomly from the list of the OVC
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All orphanages registered in Addis Ababa women’s and children’s affairs office total number of

orphans in selected orphanages =765

U

The orphanages were stratified into governmental and non-governmental orphanages

Pt

|

Governmental orphanage (1)

Nongovernmental orphanages (3)

i

Save our soul kidane miherert Mission kechene orphanages
orphanage orphanage of charity Subtotal 315
Subtotal 200 Subtotal 130 Subtotal ﬂ

ll @ 120

Sample size was allocated proportional to the number of children in each
I

ﬂ U
I 0 Ill !

Identified by simple random sampling technique from each stratum

-

Total sample
size of 418

Figure 2: Schematic diagrammatic presentation of the sampling procedure to assess the nutritional

status of school age institutionalized orphan and vulnerable children in Addis Ababa, Ethiopia
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4.6 Measurement of variables

Duration of institutionalization in the orphanage: children were asked to report if they joined
other institutions before coming to the current institution. If their answer is ‘yes ‘they were asked
to report how many years they stayed in the former orphanage as well as in the current orphanage.
Children’s duration of institutionalization was classified as 0-5 years, for those who stayed in either
or both orphanages for less than five years, 6-10 years and 11-14 years based on classifications
schemes used by other researchers.

Measurement of nutritional status among school age children: Anthropometric assessment was
used to assess the nutritional status by using height and weight measurements. Height
measurement was taken after asking the child to stand without footwear with the feet parallel and
with heels, buttocks, shoulders and occipital touching the measuring board and hands hanging by
the sides, and was recorded in centimeter to the nearest 0.1 cm after repeating the measuring
procedure. Weight measurement was taken after the child was requested to be without shoes and
in light clothes. These measurements were compared and classified into categories of nutritional
status using WHO standard growth curves for school age children and adolescents (WHO 2007).
Each of the three nutritional status indicators, Height for age, weight for age and BMI for Age
were expressed in standard deviation units (Z scores) from the median of the reference population.
The use of this reference population was based on the finding that well-nourished young children
in all population groups follow very similar growth patterns. The reference populations were useful
for comparison facilitating the examination of differences in the anthropometric status of
subgroups in a population and changes in nutritional status over time.

Illness in the last two weeks’ measurement: Illness in the last two weeks was assessed by asking
children weather they had symptoms of cough/common cold, diarrhea, fever and vomiting. If the
child had one of this symptoms he/she was considered as ill in the last two weeks before the time
of interview

Hygiene: Personal hygiene of the children was assessed by asking hand washing practice at critical
times, before eating food and after visiting toilet the day before the survey time. If the children
wash their hands all the time before eating food and after visiting toilet it was reported as ‘yes’, if
they didn’t wash their hands all the time it was reported as ‘no’. in addition to this if the answer
to the question for hand washing was ‘Yes’ they were asked what they used to wash their hands

weather it was with only water or with soap.
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Feeding practice during illness: OVC were asked to report question on their feeding pattern
during illness weather they take the’ same amount of meal/drink, *about the same’, ‘much less than
usual’, ‘more than usual’ and ‘stopped feeding’.

Variables of the study

Dependent variables

The dependent variables of the study were stunting, underweight and low BMI for age
Independent variables

The independent variables of the study were sex, age, educational status, orphan status, duration
of stay in the orphanage, presence of illness in the last two weeks, chronic illness, drug taken for
chronic illness, treatment sought for acute illness, feeding practice during illness, hand washing,
number of meals per day, missing of a meal, attending class with empty stomach, meals satisfying

appetite, snacks provided and number of snacks provided.

Operational and standard definitions

Double orphans: Children who have lost both parents

Single orphans: Children who have lost one of their parents

Vulnerable children: children who are more exposed to multiple risks than their peers due to their

inability to access education, health care and protection.

Institutionalized orphan children: children who reside in the institution to get care in a group

living arrangements

Stunting: Height for Age Z scores below minus 2 standard deviations (<-2SD) from the median

of the WHO reference 2007 (61 month-19 years).

Low BMI for age: - BMI for age Z scores below minus 2 standard deviations (<-2 SD) from the
median of the WHO reference 2007 (61 month-19 years).
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Underweight: -Weight for age Z scores below minus 2 standard deviations (< -2 SD) from the

median of the WHO reference 2007 (61 month-19 years).

Chronic illness: A disease that persists for long time and can’t be prevented by vaccines or cured

by medication.

Missing of one of the meal: It is missing of one of the regular meals, breakfast, lunch and dinner

one day before the data collection time.

Meal satisfying appetite: Subjective assessment of the children satisfaction with the diet by
asking questions whether they are satisfied with the diet or need more extra meals to satisfy their

appetite.

Attend class with empty stomach: Those children who attend class without eating their breakfast

one day before the data collection time.

4.7 Data collection tools and procedures

4.7.1 Data collection tools

Interviewer administered structured questioners and anthropometric measurements were used as
an instrument to collect data. Questions on the socio demographic characteristics of the OVC was
collected from the orphan child, documents (recordings). In addition to this the orphanage directors

and care takers in the orphanage answer questions regarding the orphanage accordingly

4.7.2 Data collection procedures

Three data collectors who have a minimum of diploma in health were recruited and one supervisor
who have BSC degree in public health was selected from the health facility. Data collectors and
supervisors were trained for two days by the principal investigator on how to collect socio
demographic data, inclusion and exclusion criteria’s, data collection instruments and was provided
with the basic skills on how to take weight and height measurements of the study participants to
increase measurement accuracy. The supervisor was also trained on how to check whether the

questioners are filled correctly during the data collection period.
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4.8 Data quality Assurance

A questionnaire was prepared in English and then translated to Amharic and back to English.
Data collectors were trained on the data collection, sampling procedure, inclusion and exclusion
criteria, and on the standard operating procedures to measure anthropometric measurements. In
addition to this, those children who were in the lower age group (7-9) were assisted by the care
takers to answer some of the questions in the orphanage to increase data quality. Standardization
of anthropometric measurements was conducted in a group of 10 children whose ages fall within
the pre-established range for this study by giving a sequential identification number for both
children and data collectors before the actual measurements are taken .One assistant and one
measurer was paired with the child before carrying out the standardization exercise, the supervisor
weights and measures (standard measure) each child and record the results without the trainees
seeing the results .Then the measurement of each child was started by each measurer ( my
measure) upon completion of this the supervisor was taking advantage of the standardization
exercises to systematically observe each measurers performance using measurement techniques
observation form .After all the measurements are completed each of the measurers will calculate
the difference between my measure and the standard measure for each measurement then in all
cases in which large or medium difference are found ,the respective measurer with the assistance
of the supervisor carefully repeat the measurement in order to identify and correct the cause of
the difference .Pre testing of questioners on 5 % study participants before the actual data collection
was done on participants other than the selected orphanages .The collection of data was checked
by the principal investigator on daily basis for any incompleteness / or inconsistency and errors

.Errors were returned back to data collectors for correction.
4.9 Data analysis
The socio demographic, hygiene, health related and dietary variables were entered into Epi data

version 3.1 and exported to SPSS version 22 for further analysis. The data was sorted, summarized,

cleaned and checked for missed value using frequencies and cross tabulations.

Height for age (HAZ), weight for age (WAZ) and Body mass index for age (BAZ) scores were
generated using WHO reference 2007 growth standards by using Anthro plus software and
exported to SPSS for further analysis. Children who fall below minus two standard deviations (—2

SD) from the median of the reference population were regarded as moderately malnourished, while
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those who fall below minus three standard deviations (—3 SD) from the median of the reference
population were considered severely malnourished. Height for age (HAZ), weight for age (WAZ)
and BMI for age Z scores (BAZ) were exported to SPSS after setting a cut off criteria based on
WHO growth standards and transformed to dichotomous variables to run binary and multivariate
logistic regression.

Descriptive statistics were carried out to characterize the study population using different
variables.

Multivariate logistic regression analysis was used to test the effect of duration of
institutionalization in the orphanage and presence of illness in the last two weeks on the nutritional
status of OVC, after entering all clinically important variables in the multivariate logistic

regression model. Statistically significant association was set at p <0.05 in multivariate analysis.

4.10 Ethical Consideration

Ethical clearance was obtained from the Ethical Review Board of Addis Ababa University. A
formal letter was obtained from Addis Ababa University School of Public Health and submitted
to the management of the orphanages. The directors of the orphanages were consulted before the
data collection. Information regarding the study was explained to the participant, including the
procedures, potential risks and benefits of the study. The respondents were informed that they can
refuse not to participate in the study. Confidentiality was assured by assuring, the information
would not be used for other purpose, as the information being collected is part of the research for
partial fulfillment of the requirement master degree in public health in Addis Ababa university
Written informed consents was sought from the orphanage directors and then Assent was sought

from the children and the care takers after being informed about the study.

4.11 Dissemination of the results

The findings of the study were submitted to Addis Ababa university school of public health, and
Administrations of the orphanages. The results will be communicated through publication on local

or international journals.
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5 Result

5.1 Socio-demographic characteristics

A total of 391 OVC were interviewed with a response rate of 93.5%. Among the OVC females
were 203(51.9). The mean age of the participants was 11.3 (SD = 2.17) years. Among the OVC
39.6 % were in the age group 10-12 followed by 13-14 (37.1%) and 7-9 (23.3) respectively. Two
hundred forty-three (62.1%) of the respondents were double orphans, 270(61.9%) were maternal
orphans and 260 (66.5%) were paternal orphans (Table 2).

Table 2: Socio- demographic characteristics of school age OVCs in Addis Ababa selected
orphanages, Addis Ababa, Ethiopia

Variables Frequency (n) Percent(%)
Sex of the child

Male 188 48.1
Female 203 51.9
Total 391 100
Age group of the child

7-9 91 23.3
10-12 155 39.6
13-14 145 37.1
Total 391 100
Child by orphan status

Orphan 310 79.3
Non Orphan(vulnerable) 81 20.7
Total 391 100
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School level of the child

Don’t start school

Kindergarten

Primary

Total

Duration of stay in the orphanage

0-5

48

335

391

154

212

25

12.3

85.7

100

39.4

54.2

6.4
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5.2 Hygiene and health status
About 148 (37.9 %) of the school age (OVC) wash their hands after visiting toilet and 12.3 % of
this reported washing hands with soap.

About 22.3 % of the school age OVCs were sick two weeks before the data collection time. The
major symptom was cough/common cold (10 %). From those who had illness in the last two weeks

47.1 % of them were seeking treatment in health facility.

Among the OVC, 51 (13.0 %) of them were taking medication for chronic illness. Anti-retro viral

medications were taken by 11 % of the OVC.

Table 3: Hygiene and health related factors of the institutionalized school age OVC in Addis Ababa
orphanages.

Variables Frequency(n) percent (%)

Hand washing before meal
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Yes

No

Total

Hand washing after visiting toilet
Yes

No

Total

Any sick ness in the last two week
Yes

No

Total

Type of sickness or symptoms the
child suffered

Cough/common cold
Fever

Diarrhea

Vomiting

Other

Medication taken for chronic illness

Yes

No

369

22

391

148

243

391

87

304

391

39

21

32

13

13

51

340

391

94.4

5.7

100

37.8

62.2

100

22.3

71.7

100

10

54

8.2

33

33

13

87
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Total 100
Type of medication taken by the child
ART Medications 43 11.0

Others 8 2.1

5.3 Dietary assessment of school age OVC
About 57.5 % of OVC eat more than 3 meals regularly over 24 hours and 47.6 % of this reported
that they were not satisfied with the diet. It was also reported by the OVC that 5.4 % of the study

participants miss one of their meals in 24 hours (Table 4).

Table 4: Dietary Assessment of school age OVC in Addis Ababa orphanages, Addis Ababa,
Ethiopia
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Variables Frequency(n) percent (%)

Number of meals eaten regularly

Three 166 42.5%
More than three 225 57.5
Total 391 100

Meals satisfying appetite

Yes 205 524
No 186 47.6
total 391 100

Snacks consumed

Yes 225 57.5
No 166 42.5
Total 391 100

Number of snacks consumed regularly

One 205 52.4
Two 20 5.1
Three

Total 225 57.5

Attending class with empty stomach
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Yes
No
Total

Missing of one of the meals in the last 24

hour
Yes
No

Total

21

370

391

57

334

391

54

94.6

100

14.6

85.4

100

5.4 Measures of Nutritional status of OVC

Height for age
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As figure 3, illustrates 21.5 % of children in the age group of 7-14 were stunted of this 3.8 % of
the OVCs were severely stunted.

Low BMI for age
The proportion of low BMI for age in this study was 12 %, of these 1% were severely wasted.
Weight for age

underweight prevalence in this study was 12.8 % in 7-10 years old OVC. Of this 0.3 % were

severely underweight.

25 21.5
20
15

10

Proportion of undernutrition

stunting underweight low BMI for Age

Figure 3: Magnitude of malnutrition of school age institutionalized orphaned children in Addis
Ababa, Ethiopia

As figure 4 illustrates, the proportion of stunting in the age group of 10-12 was 25.8% ,24.1 % in
the age group of 13-14 years and 9.9 % in the age group of 7-9 years.
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percentage of malnutrition

STUNTING UNDER WEIGHT LOW BMI FOR AGE

mAge7--9 mAgelO--12 mAgel3--14

Figure 4: Magnitude of malnutrition of school age institutionalized orphaned children by Age in
Addis Ababa orphanages, Addis Ababa, Ethiopia

5.5 Effect Duration of institutionalization on stunting in school age OVC

The multivariate logistic regression analysis identified duration of institutionalization in the

orphanage as determinant factors for low height for age (stunting).

As table 6 describes, duration of institutionalization in the orphanage was significantly associated
(p=0.001) with stunting. The odds of stunting in those OVCs who stayed in the orphanage for more
than 10 years was 5.81 times more likely than those who stayed in the orphanage for less than 5

years (AOR=5.81:95% CI;(2.27-14.8).
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Table 5: Results of multivariate logistic regression analysis for Height for Age (stunting) of School

Age OVCs in Addis Ababa, orphanages, Addis Ababa, Ethiopia

Variable

Age
7-9
10-12
13-14
Sex
Male
Female

Parents alive

Yes

No

Mother alive
Yes

No

Father alive
Yes

No

Nutritional status

Stunted  Normal

9 82

40 115
35 110
46 142
38 165
34 114
50 193
26 95

58 112
34 97

50 210

COR;95% (CI)

1
3.16(1.45-6.89)*

2.89(1.32-6.36)

1.40(0.86-2.28)*

1

1

0.86(0.53-1.42)

1

1.00(0.59-1.68)

1

0.67(0.41-1.11)*

33

AOR ;95% (CI)

1
2.65(1.18-5.91)**

2.36(1.05-5.31)

1.54(0.91-2.62)

1

1

1.40(0.48-4.03)

1

1.23(0.57-2.65)

1

0.44(0.16-1.18)



Duration of

institutionalization in

years
0-5 31 123 1 1

6-10 38 174 0.86(0.51-1.46) 0.97(0.55-1.73)
11-14 15 10 5.95(2.44-14.5) * 5.81(2.27-14.8) **

Illness in the last two

weeks

Yes 22 65 1.32(0.75-2.30) 1.63(0.89-2.96)
No 62 242 1 1

Presence of chronic

illness

Yes 12 39 1.14(0.57-2.30) 1.07 (0.49-2.35)
No 72 268 1 1

Regular meal intake

Three times per day 36 130 1.02(0.62-1.66) 1.10(0.61-1.98)
More than three times 48 177 1 1

per day

* P-value < 0.25 in Bivariate analysis, ** P-value < 0.05 in Multivariate analysis

5.6 Effect of presence of illness in the last two weeks and low BMI for age

The multivariate logistic regression analysis identified infection in the last two weeks as a

determinant predictor for low BMI for age.

Illness in the last two weeks was significantly associated (p=0.001)) with low BMI for age. The

odds of low BMI for age in those OVCs who were ill in the last two weeks were 5.01 times more
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likely than those who were not ill in the last two weeks (AOR = 5.01; 95% CI;( 2.53-9.89) (Table

6).

Table 6: Results of multivariate logistic regression analysis for low BMI for age Z score of School

Age OVCs in Addis Ababa, Ethiopia.

Variables

Sex

Male
Female

Age of the child
7-9

10-12

13-14
Parents alive
Yes

No

Mother alive
Yes

No

Father alive

Nutritional status

Low
BMI

for age

24

23

13
13

21

12

35

11

36

Normal

164

180

78

142

124

136

208

110

234

COR;95% (CI)

1.14(0.62-2.10)

1

1

0.54(0.24-1.24)

1.01(0.48-2.14)*

1

1.907(0.95-3.80) *

1

1.53(0.75-3.13) *

35

AOR;95% (CI)

0.95(0.48-1.87)

1

1
0.59(0.24-1.41)

1.10(0.49-2.47)

1

2.19(0.58-8.25)

1

0.73(0.22-2.37)



Yes 10
No 37

Duration of

institutionalization in years

0-5 18
6-10 28
11-14 1

Illness in the last two

weeks
Yes 23
No 24

Presence of chronic illness

Yes 11

No 36

Number of meals eaten

regularly
Three 13
More than three 34

121

223

136

184

24

64

280

40

304

153

191

1

2.00(0.965-4.178)*

1
1.15(0.61-2.16)

0.31(0.04-2.47)
2.35)

4.19(2.22-7.89) *

2.32(1.09-4.92) *

1

0.47(0.24-0.93) *

1

1

1.17(0.38-3.57)

0.90(0.43-1.87)

0.27(0.03-

5.01(2.53-9.89) **

2.11(0.89-5.02)

1

0.53(0.24-1.20)

1

e P<0.25 in Bivariate analysis, ** P-value < 0.05 in Multivariate analysis
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6 Discussion

The aim of this cross sectional study was to assess the nutritional status of school age
institutionalized OVC in Addis Ababa orphanages. The nutritional status of children was assessed
by using anthropometric measurements. The overall prevalence of stunting, low BMI for age and
underweight in this study was 21.5%, 12% and 12.8% respectively. Duration of institutionalization
in the orphanage and presence of illness in the last two weeks were the two main significant

predictors of the nutritional status of school age institutionalized orphaned and vulnerable children.

The prevalence of stunting, low BMI for age and underweight reported in this study was higher
than Bangladesh and Ghana orphanages which reported 14.3 %, 6.3 % and 12 % in Bangladesh
and 10 %, 5.7 % and 11.2 % in Ghana orphanages respectively (29,32). On the other hand, study
conducted in Serilanka orphanages reported stunting, low BMI for age and underweight prevalence
0f 51.9 %, 63.1 % and 25 % respectively which was higher than the present study (35). Likewise,
a study done in Indian orphanages reported low BMI for age and underweight prevalence of 63.1
% and 79 % respectively (39). This discrepancy might be due to the use of different cut off criteria
and marked consideration of the nutritional status (growth and development), life style of
institutionalized orphaned children, lack of sufficient number of orphanages and the dietary

patterns in the orphanage (27,32).

Underweight is reported increase the risk of death as well as result in greater risk of infection and

a slow recovery from illness (41).

Stunting has been determined as accumulative effect of conditions in the first 1000 days of life,
linear growth failure begins in the anti-natal period and continues over the first two years of life
with minimal recovery thereafter, and the degree of stunting tend to increase throughout school

age years (33)

The odds of stunting among OVC who spend more than 10 years in the institution were higher
than those OVC who spend less than five years in the institution. This finding concurs with study
finding from Serilnka orphanage children, which showed children continued to be malnourished
during institutionalization, Kenyan orphanages which revealed duration of stay in the orphanage
is positively and significantly correlated to the prevalence of underweight in children in

orphanages and in Tangail district of Bangladish which reported the rate of chronic under nutrition
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become more prevalent with increased duration of stay in the orphanage (4,9,35). Nevertheless,
the finding was different when compared to North Lebanon orphanages which showed lack of
significant association between duration of stay in the orphanage and increased risk of stunting, in
Malawi orphanages which reveled children who spend more than one year in the orphanages were
less malnourished than those who had been admitted for a shorter time. It is also indicated in
Dahika orphanage in Bangladesh malnutrition among the orphans was higher during their first four
years in the orphanage and with increasing duration in the orphanage malnutrition levels gradually
declined. (32,36,37). This discrepancy could arise from poor planning of menus in the orphanage,
low quality residential setup, in accurate care giving in the orphanage which makes the nutritional
care in the orphanage less optimal, resulting in long term chronic malnutrition during

institutionalization (9,27,39).

Presence of'illness in the last two weeks increased the odds wasting among the orphanage children.
This finding was similar with Mygoma orphanage center which showed diarrhea associated with
malnutrition and in Tangli district of Bangladish which showed a significant relationship between

occurred disease type and malnutrition (4,25).

In contrary to this, a study by Panpanich in Malawi orphanages failed to find any significant
differences in the nutritional status and morbidity of orphans and also study done in Dagorti
division of kenya which showed no significant relationship between wasting with diarrhea and
cough/colds (9). The reason for the discrepancy might be due to the severity and duration of the

illness was not assessed (26).

Several studies had shown that child illness has a negative effect on child growth. Child illness
affects dietary intake, absorption and utilization of nutrients, and hence affects child nutritional
status. Diarrhea and vomiting lead to decreased nutrient absorption, further weakening the immune
system and increasing susceptibility to disease. This vicious cycle is often repeated, eventually

resulting in severe malnutrition or even death.

In general, long duration of stay in the orphanage and presence of illness in the last two weeks
associate with under nutrition. So the situation of orphan and vulnerable children in the orphanages

should be assessed to decrease the proportion of under nutrition in orphanages.
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. Strength and limitation of the study
Strength of the study

e Use of a calibrated measurement instrument to decrease measurement errors.

Limitation of the study

Predictors which are known to affect the nutritional status of OVC such as dietary intake, physical
activity and knowledge of the care takers were not assessed, so important predictors of the
nutritional status of OVC were missed in this study. The use of anthropometry to assess the
nutritional status of OVC couldn’t identify stunting (under nutrition) from other specific nutrient
deficiencies, such as zinc deficiency, which is known to cause stunted growth. So this study lacks
identifying the cause of malnutrition weather it was because of micronutrient deficiencies or
protein (energy) deficiency. The study was not out of the limitations of cross sectional study in
identifying temporal relationship. In addition, this study was not also triangulated with qualitative

study.
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8 Conclusion and Recommendations

8.1 Conclusion

From the study under nutrition was found to be a public health problem among school age OVCs

Those who stayed in the orphanage for longer duration had higher rate of stunting than those who

were recently admitted.

Illness in the last one weeks before the survey time were significantly associated with low BMI

for age.

The causes of malnutrition among school age OVCs were diverse, multidimensional and

interrelated

8.2 Recommendations
Orphanage administration

Since this study founds moderate to high prevalence of under nutrition, the orphanage
administrator should work to decrease the proportion of underweight and to improve the nutritional
status of institutionalized OVC by improving the nutritional and health care services given to those

children in the orphanage during institutionalization.
To researchers

Since this study assessed the nutritional status of OVC by anthropometry, further dietary
assessment studies need to be conducted to assess the adequacy of macro and micro nutrients
intakes in the orphanages and further qualitative studies should be conducted to triangulate the

findings
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10 Appendix

English version of Patient information sheet

Participant information sheet and informed voluntary consent for the Directors of the selected
orphanages

Good morning (good afternoon/

Hello my name................ am working with Hanna Aderaw. She is a post graduate student at
Addis Ababa University Department of Public Health and working a paper to assess the
nutritional status of institutionalized School age orphaned and vulnerable children in
selected orphanages in Addis Ababa. Your orphanage has been selected randomly to participate
in this study. Since Yours and the child in the orphanage participation is based on your willingness
you need to be aware of every detail information regarding the study to declare your agreement
concerning the study.

Title of the Study: To assess nutritional status and associated factors among institutionalized
school age orphaned children in Addis Ababa, Ethiopia from Mayto June 2018

Purposes of the Study: The study will be done for the partial fulfillment of Master’s Degree in
Public Health. The research will also be helpful to collect some scientific information about the
nutritional status of institutionalized orphan children.

Procedure: The study will be carried out simply by asking the orphaned child, you and care takers

with structured questions.
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So you are kindly requested to fill the questionnaire on time. However, if the orphaned child does
not want to participate in the study we will put the format upside down on the table and he/she can
leave out. Finally, measurement of the child height and weight with minimum clothing and no foot
wear will be taken. All this will not take more than 30 minutes

Confidentiality: All information given by you and the child will be kept confidential and will not
be accessible to any third party, the child and your name will not be registered on the question
sheet so that you will not be identified.

Risks, Benefits and Harms: With the child participation in the study, no payment will be given
or has no any special privilege for the child, but your willingness to let the child and yourself to
participate in the study and giving the relevant information will provide great input to bring change
in Nutritional Status of institutionalized orphan and vulnerable children. The procedure does not
bear any physical or psychological trauma on the child. Because of his/her refusal will not cause
any problem on her/his grades and there will not be any significant harm and risks rather than
slight discomfort due to sharing study time of the child / if you may be busy to respond the
questions.

Rights: Childs participation in the study will totally be based on your agreement and the child has
the right not to participate from the beginning, or may stop participating at any time after starting
participation. The Childs refusal have no effect on the orphanage

Contact address for any compliant: If there are any questions or queries any time about the study
or the procedure, please contact, Hanna Aderaw (the Principal Investigator), Tel. 0913-94-69-69,
as well contact to Addis Ababa University College of Health Sciences Institutional Research Ethics
Review Committee’s Chairperson at office phone ................ or P.O.Box............ , Addis
Ababa, Ethiopia.

Declaration of Informed Consent by the orphanage Administrators

I have read the participant’s information sheet. I have clearly understood the purpose of the
research, the procedures, the risks and benefits, issues of confidentiality, the rights of participating
and the contact address for any queries. I and the child in this orphanage have given the opportunity

to ask questions for things that may have been unclear. Me and the child in the orphanage
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have the right to withdraw from the study at any time or not to answer any question that we do not

want. Therefore, I declare my voluntary consent to participate in this study with my initials.

Name and signature of the orphanage Director - Date ---

Name and Signature of the principal investigator Date ---

46



An English Questioner Designed to assess the Nutritional Status and Associated factors among

institutionalized school age Institutionalized OVC in selected orphanages in Addis Ababa

This was a thesis is conducted by Addis Ababa university Department of Public Health for the partial
fulfilment of master degree in public health .The aim of the study was to assess the nutritional status of
institutionalized orphan children in selected orphanages in Addis Ababa .The following Questionnaire
classified in to five parts as socio-demographic factors, Hygiene and health related factors, Dietary factors

,Care and support and services given in the orphanage and Anthropometric measurements .

IDENTIFICATION

NAME OF THE ORPHANGE
NAME OF THE INTERVIWER
SIGNITURE
DATE OF INTERVIEW:  /  /
DAY /MONTH / YEAR
RESULT OF INTERVIEW
1- COMPLETED
2- PARTIALLY COMPLETED
3- REFUSED
4- RESPONDENT NOT AVAIALBLE

5-OTHER

SPECIFY

CHEKED BY SUPERVISOR;

NAME SIGNATURE DATE
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Part I: Questions on Socio demographic characteristics (respondent child assisted by take

taker)

No Questions coding categories skip to
Q.101 | Sex of the child Male.....ooooiiiii 1
Female...........oooovviiiiiiiii, 2
Q.102 | Age ofthechild | ............ (completed years)

Q.103 | What is the highest

level of school has

(name) attend?

Q.104 | What is the highest

grade /number of
years (name) has

completed?

Q.105 | “Are the natural Y S ettt 1 If No ,skip to0 Q.108
parents of the child

alive?”
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Q.106 | “Is (NAME)’s D = P 1
natural mother
alive?”
N0t 2
Q.107 | “Is (NAME)’s Y €St 1
natural father
alive?”
N0ttt 2
Q.108 | Is (NAME) Y €S, 1
transferred from
If NO, skip to Q.110
other orphanage?
N0t 2
Q.109 | How many years
/months/days you
stayed in that
orphanage?
Q.110 | Childs Total years (completed years)
of staying in the
orphanage?
Part I1: Hygiene and health related question (respondent children)
Q.201 | Has (name) had D =
washed hands
NO. 2 | Ifno skip to 203
yesterday before
eating food?
Q.202 | What did hasname | Only water................oooooiiiiin 1
used to wash )
Water with soap.........c.cocvveiiiiniiin., 2
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his/her hands before

eating food

Q.203

Has (name) had
washed hands
yesterday after

visiting toilet?

If no skip to 205

Q 204

What did has name
used to wash his/her
hands after visiting

toilet?

ONLY Water. .. ..ottt 1

Water with soap..........oooviiiiiiiiii 2

Q.205

Has name has any
illness in the last

two week?

If no skip to 218

Q.206

Has (name) had
fever at any time in

the last two week?

Q.207

Has (name) had an
illness with Cough
at any time in the

last 2 weeks?

If No ,skip to Q.211

Q.208

When you had an
illness with the
cough did you
breathe faster than
usual with short

rapid breathing or

If no skip to 210
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have a difficulty of
breath?

Q.209 | Was the fast or chestonly..........ooooiii
difficulty of
breathing due to
problem on the NOSE ONLY......ooiviiiii i
chest or blocked
runny nose?
both. ..o
Q.210 | Now I would like Much less thanusual............................ 1
how much was
given to drink
during illness with | somewhat less....................oovviininnnn. 2
cough/fever?
aboutthesame ...............cooeiviiiiinnnnn. 3
10010 (< TP 4
Nothing to drink.................ocoiiien.. 5
Q.211 | Has (name) had D = Pt 1
diarrhea in the last
farriea  the fas If No ,skip to Q215
2 weeks?
N Ot 2
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Q.212 | What is the type Watery....ooveeii 1
of diarrhea? DysSentery .......cooeviiiiiiiiiii e 2
Persistent (Diarrhea greater than 2
WECK. ..ttt 3
Q.213 | Now I would like | lessthanusual................cooooiiiiiinnnt. 1
to know how
much (name of
fluid) was given to somewhat 1eSS........ccovvvriiiiiiiiiiiieans 2
drink during
diarrhea
aboutthe same...............cooeiviiiiinnn... 3
Were you given
10010) 4 4
less than usual to
drink, about the
same amount or Nothing todrink..................o. 5

more than usual to

drink?

If less probe were
you given much
less than usual to
drink or somewhat

less?
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Q214

When you had
diarrhea ,were you
given less than
usual to eat, about
the same amount
,more than usual

or nothing to eat

much less than usual........................... 1
somewhat less than usual...................... 2
about the same................coeeeiiiiinn.e. 3
10010 4 4

stopped food /nothing to eat
.................................... 5
Q.215 | Has (name) had Y S ittt 1
Vomiting in the last
two week?
N O ettt 2 If No ,skip to Q.217
Q216 | When you had much less than usual........................... 1
vomiting ,were
you given less
than usual to somewhat less than usual...................... 2
eat/drink, about
the same amount
aboutthe same.......................oeenee.. 3

,more than usual
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or nothing to

eat/drink
1010 ) (SRR 4
stopped food ..o 5
Q.217 | Where do you seek | health facility of the orphanage................... 1
treatment for the
above symptoms?
health facility outside the orphanage............. 2
inside their home (orphanage) ......................3
Don’t seek treatment.................c.cceeee oo 4
others(specify).......cooeviiiiiiiiiii 5
Q.218 | Has (name) had DL T 1 | If No ,skip to Q.301
taken any drug for
chronic illness?
NO o 2
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Q219

If the answer is yes

to Q No 218

(revise later the
document about the
type of chronic
illness and the
medication taken by

this child )

Name of the Illness

and

medication taken

including prophylaxis)

Part III: Questions to assess the Dietary intake of children (respondent children)

Q.301 How many meals you provided regularly | ................ no of meals
Q.302 Has (Name) does not eat breakfast yesterday | Yes..........coovenenn.. 1
before coming to school?
NO oo 2
Q.303 Has Name satisfy his /her appetite with the meal | Yes.................oenie 1
that he/she is taking?
NO o, 2
Q304 Has (Name) provided with a snack? YeS. oo, 1 If no skip
to Q .306
NO o, 2
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Q305 How many times in a day has( Name)provided | ....................
with a snack
Q.306 Did you miss one of your meal in the last 24 | Yes..................... 1
hour?
NO .o 2

Part IV: questions to assess the Care and support given to the orphanage and the services

given for raring of children (respondent orphanage administration)

(more than one answer

is possible)

Educational support.............ccooviiininniireen 4

Psychosocial Support............cooevviiiiiiiiiiiiiinn, 5
Legal Protection............coovviviiiiiiiiniiiieeiinnen, 6
Shelterand Care.............ccoeoviiiiiiiiiiianea. 7
No support provided ............ooeiviiiiiiiiiinnnn, 8
Other (SPecify).....ovivriiiiiiii e, 9.

Is there any support D = P 1
given to the
Q.401 N O i If no skip to Q
orphanage?
405
What type of Support | Food and Nutrition................ccceeviiniininnnn.. 1
is Provided by other
Q.402 o Health Care............cooiiiiiiiceee 2
organizations
(persons)? Income generating activities....................o...eeee. 3
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Q.403 | If Food and Nutrition, | Nutritional assessment and supplementary feeding
Wwhat type of SUPPOTL IS | o.viiriieii i e
provided?

Link to other health and nutrition

0115 a7 11 T0) 1
Training on Nutrition, Diet and food

preparation for care takers..................ocoiiiiinnn. 3
other(specify).....ccovvviiiiiii e 4

Q.404 | If Health Care, what | Free access to Health services for OVC and
type of Support is | guardians..............cooiiiiiiiiiiiiiii 1
provided?

Regular home visits to assess health status of the
child... ..o 2
Training to caregivers on the importance of
immunization, hygiene and sanitation, and optimal
11101301370 | P 3

other (Specify)......coovviiiiiiiii 4

Q.405 | Please, express your Adequate........c.oviiiiii e 1
View as to the
Adequacy of support?

Notadequate........covveviiiiiiiiiiii i 2
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Q.406 | What is the main source of piped Water..........oviiiiiiiii i 1
drinking water for members ] ) )
piped into dwelling............................ 2
of your orphanage?
piped to yard/plot..............ooiiiiiiiin. 3
public tap/stand pipe............ccooiiiinnnn. 4
Bottled water ..............c.ooviiiiiiii 5
Other (specify).......cooevviiiiiiiiiiininn.. 6
Q What is the main source of piped Water.........ooeviiiiiiiiii 1
407 water used by your S ]
piped into dwelling........................... 2
orphanage for other purposes
such as cooking and hand piped to yard/plot...............oi 3
washing? ) )
public tap/stand pipe............c.oceeennnnn 4
Bottled water ..., 5
Other (specify).....ccoovvivvn civiininien 6
Q.408 | Do you do anything to the Y St 1
water to make it safer to It
drink? N
NO e 2 ®
skip
to Q.
410
Q.409 | What do you usually do to Boil ... 1

make the water safer to
drink?
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Add Blech /chlorine/water guard ............. 2

Strain through cloth............................ 3

Bio sand /composite/ceramic pot

solar disinfection...........cccovvveeeeennn... 5

Other (specify).......cooovviiviiiiiiiiininn.. 6

Q.410

Where do Your orphanage

dispose Domestic waste?

Municipality

S IVICE . oottt e e 3

Other (Specify)......coovviiiiiiiiiiiiiin.
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Q.411 | Does your orphanage have a | YeS.......oovvviiviiiennnnin... 1
Hand washing facility near the
dining room
NO 2
Q.412 | Does your orphanage have a | YeS......oovveiviiiiininnninnn... 1
Hand washing facility near the
toilet area?
NOeee 2
Q.413 | In your orphanage is there any | YesS.....oovuueeeeeeeiiinnnnn... 1 If No,
children ~who are given skip
supplementary  or  different to
meals? NOwoe 2 Q416
Q 414 | Who are given Supplementary | Girls.........c..coovveiiiin... 1
(different) meals in your
orphanage?
BoyS. oo 2
Young children(age)............. 3
Older children(age)............... 4
Children who are sick ............. 5
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No different

is

provided

Other (specify)......ccoceveviiiiiinnn.
Q.415 | If different meals are given | Type of meal when given(time of the
please tell me the type of meal day, week etc.
and when is given?
Q.416 |Is there any special menu | Yes............... 1 If no
provided for the orphanage skip
) NO.ovveiiins 2
children to418
Q.417 | What type of special menu and Type of meal When given
when it is given?
Q.418 | Is there any Dietarian in your | Yes............... 1 If no
orphanage? skip
NO.oeiiiiien 2
to 501
Q.419 | How many Dietarian are therein | ......................

your orphanage?
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Part V: Anthropometric Measurements

Childs measurement

15t measurement

2" measurement

Average measurement

Q.501 | Height of the child in
cm

Q.502 | Weight of the child in
kilogram

Thank you for your participation
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N&LLATT P+HAFLTT ao28 AT PhTPIT1 T3

MS 2NHDAT ATLIRT ARG/PA? N - 2NAQA:AL ATPW AL

NUTALLM(AMTM ANA) IC 10-:UT AL NALN ANN RLACNT MT WLIN hAE PLUL
goLS TNt FAFE 8914+ NPT ACH § NHU TALP PA NFIRUCT N AL HAA
@AM PA AET NG+ AL ADA+E NACH PARMAT NARPE NHU NFTF PAG-T AB2E NTRIN
ATRL /R P N+HIBD NF AR MG+ AL ADRY+E NTRGRIFPET AT87A8AT NFHUTS
ATMESAT:

e gkCON:

NTIRUCT NF AL AAA NA DABFFOT NGPF ANLL AM- AT+IAs PUF ARTY PN Y-
2/BFMY AT HHME LT MYMGE jM-i:

PRTRAATM: MG+ PUATT 292 Paran/e P g-U-& ANA AT AmS+ NFIRUCT Nt AL
NAA P MAZFFMDT NGOF P AT +IA6 PP ABT PA1-929) B2E AL AT PP WRIWP
am/8 eANNNA:

P+ATE AN e q aoao( p:

PACAP § MALLL B-AD PTG ABT AMG+ ARAD/Mm NAIMAY, j@-:: MG+ PALNY L0
$L9° A AHU T+ FAN N+HIED PHPE APMELSP 1M MPRM-T ARA™AT 30 Lb PUA
ADNE EFAA NAPTI® OME: NWAT RA+D- ATEHMAMNAT NHUFT ATMESAT: FEIR
Y AE NG+ AL ATRU+ & L 2T NAPY/T CPMLLT NMZAH AR MEFT NARTAND
@M FFAAT/EFAA: NORLATE PAT PAM-7F NNLY § ANAP €dDF 2ANA: 2UIPN10
Pbd NAL hRMN L gD
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M ARC PAMNP UFd mG+T ANTANT NACH § NAE PAR7T@m M35 Mm-9° o/ B

NEARC PMNP NARPF NMIFD-I° Y7L ANN+E ANA +AAL ARADI® MLIP
ARIADI PACH AS MTTHIR AT £0MP AR, N PRM- ADAN ARk, ML$T AL
AR ODHTge::

PGk NIFT MPIOT F8F-ACAPT TALLS @AM PA UITH NG+ AL NARA+T4TU
PANLA TP NP MLID BPHAR mPIC ARLSLCI® TIC 17 NG+ AR NAPY+& AT MPPD-
IAPPFMPP @ P NOM-$F AL PHARWL+ +IM, ABLE AAM+/AP NFIRUCT N ALTE NAA
N @ASFFOT N Pmr AT +JAR PUF ABTPAT- IR 48 AR AD PARMA: NG+
AL NADU+& GRRTPE: GOFANTIR MPERPTY ADRADAN PG +NN4&T MeF PAgh H ALY
NA+$C NACATR BT NAE AL PANATE P NALIRC AL PARNWH goYg® Q0% 185 PAGE:
PHYFLM/P NG PAB/L NMGH AR ADPUY I+, OANTA NGAPEATT § GPLTTT
AL PHODAL+ @ni: NAREARL LM NMG+h AL AADRU+E AT8UID dPA+E E9RsgD NADHA
ATYE/M MO H/P A-ANT A PrMNP 10 PAB/E NG+ AR ATRA+E §2LF NTIPIIP
NFU19° NAS/+ AR AT8UI° NFIRUCH/ L AL A PARC PALTFAD- +&8OF PATR: ATHFDrdb
MmPRI® AOLE ATLFAD/ ATRNAD ARTLETIO/ATILLE IR MG+ N+APAN+ TIT @92 ALYF
MmPE NFLPT NTLPHAD AL A NAPMPI® AOMPEP L AN

NMG+h AL AT NYL+ MPE MLI® AT8TF ANA NIMIPE UT ALLM-(AMIM-ANA )NAR. &
0913946969 MLI® NALN ANN RINCAL PATINLLDATA A® NCL N&A YAL NNhAD @RC
............ ,7Yd L NAD 9T 2 AN
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POAS/PAYSEL +AFL 1T T PEPLATT ML I160 2O
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NFRUCT NF AL hAA NA OASFFEO-T NPT+ ANL Am AT +IAs> PUF ASTY
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NEARTE:-MYNEPTO1-FPM LML ST

(tMPL@NFIUCTNFO-NTLADAERANAT+IAUITH

e@mC | nPP PaRANN & ANG
Q.101 | PAB.RF? DY 1
1% ST 2
Q.102 | pABdLem, (NAODF)
Q.103 | AZP+NFAD-NEFTPFIUCTLLE RBRUITT . 1
AT R 2
UATG L 3
Q.104 | AZNHULLE PMTPPM-NETEM-PHIUCTNEALLE
Q.105 | PAEMABFNULDFAA ? A 1 MAMhL
108 A&
RO AT 2
Q.106 | “PAB.MABZATTHNULDFAA?? A 1
RO AT 2
Q.107 | “PAB.MABANFNULDFAN A 1
RO AT 2
Q.108 | AEMLHUMALLENMIOMENLFAATIALLEONDLPCINC | AD .. o AMAL E
RO AT 2 1110 AR
Q.109 | AB. QALY PO-D-NHIRY PUARDR FF /DC/PISP 2
AOD+ GOY/F /DC/PYPP Vo yA— y—
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Q.110 | AZNAMPALICT PUATHRTALL PO MDD SP?

AODF

AEAUATFPTIA F0UTATPMTU 35 TMPEL (PAAFALTF)

Q.201 | +AYFTIRINNANATY/ARANLTFASUY/ATFDNYAY/AAY? AC
Af

Q202 | +AYFFIRaNhaeaINYNLFABEUIAT FMNIT+HMPARUA M.
M.

Q.203 | +AT+ThAre 8B NFMANATYTIFMNYAY? Al
A

Q204 | +AYTharesEN+t M.
NOMUNEZAAEUTAT FMNICT+MPARUA 2 M

Q205 | NAL® AT A9RTF @-Np AB. 90/ P PA/FDPAT? Al
A

Q.206 | NAL®-U-AFAT TR D- VDAL CFNAFNAFF9°/FBINC 2 Al
A

Q.207 | NAL®-U-AFNTYFIHD-NDABPAANRFF9° /FRINCT? Al
A
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Q.208 | eAANRFNINZNY A
/NINZNADEFN+AT L D060 F Ao P A+ 1EN/AINCO L FOPAR+YL NFE1CA I D IPU/RINC? X
Q.209 | N&D1TPM,PAHISU/ATFIACEIMAU/ALLTU/MNALNTMLTFIACOLNAG IR UNTIENTIPATID- 7 | P
hE
Nt
Q210 | AIPAA@L PR NATNAFNFTIIRU/NTHNATAMU/ALLARTMTAMLPU/AADSAL n-
N+AdR2@-NMIP LI n-
n-
NtAe@m-NACME PN -
N+ATRLM-IC+aRAA LY D g
N+Ad®Lm-PNAM
gRYGgReaY MMYTTCAATDR(
Q211 | NALE-UAFATRTTE-NADP+STDNRFAIDTU/NINC? A
X
Q212 | NAL @£ IMAY/AP+PMMNAFITALITING ? .
£
nt
Q213 | ALY LUALN NS DN FTRIRYIHATS+HAMU/MNAM L PU/AADEAL n-
N+ATRLa@-NMIePIA n-
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10 CURRICULUM VATE (CV)

First Name Middle Name Last Name
HANNA ADERAW MIHIRATEA
Date of birth Day Mo  Yr Place of Birth Sex Address
25 1 1990 Addis Ababa ,Ethiopia | Female Tel 0913 946969/0911396654

Email hanyaderaw(@gmail

EMPLOYMENT STATUS (WORK EXPERIENCE)
PLACE OF WORKADDIS ABABA PRISON ADMINISTRATION WOMENS
CORRECTIONAL AND REMAND PRISON ADMINSTARATION

v AS HEALTH OFFICER from 2013 TO 2014 AND

v' AS DISEASE PREVENTION AND HEALTH PROMOTION CASE TEAM
LEADER FROM 2014 TO 2017

v' AS A DATA COLLECTOR (INTERVIEWER) FROM 2017 TO 2018
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DESCRIPTION OF DUTIES

Preventive ,curative and Rehabilitative service for the patients(clients) and giving and organizing trainings

LANGUAGES
READ WRITE SPEAK UNDERSTAND
Not Not Not Not
Easily Easily Easily Easily Easily Easily Easily | Easily
ENGLISH v v v v
AMAHARIC v v v v

EDUCATIONAL BACKGROUND AND CERTIFICATES OBTAINED

ATTENDED MAIN COURSE OF

FROM/TO STUDY
NAME, PLACE AND COUNTRY DEGREES , ACADEMIC

Mo./Year | Mo./Year | DISTINCTIONS AND
CERTIFICATES
OBTAINED

DEBRE BIRHAN UNIVERSITY ,DEBRE BIRHAN 2008 2012 BSC in public health officer HEALTH SCIENCE
with distinction (3.46 GPA) JHEALTH OFFICER

DEBRE MARKOS PREPARATORY | 2004 2007 12™ CERTIFICATE
SCHOOL,DEBRE MARKOS (COMPUTER)
TEKLEHAYMANOT SECONDARY | 2003 2004 10™ CERTIFICATE
SCHOOL,DEBRE MARKOS
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ABEMA ELEMENTARY
MARKOS

SCHOOL,DEBRE | 1995

2002 8™ CERTIFICATE

EPHIA INTERVIWER SUCCESSFUL ACCOMPLISHMENT CERTIFICATE

REFERENCES
FULL NAME FULL ADDRESS BUSINESS OR OCCUPATION
DR ALEMU ASGEDOMMD ADDIS ABABA DIRECTORIATE DIRECTOR OF DISEASE PREVENTION
PSYCHATRIST ) o AND HEALTH PROMOTION in FEDERAL PRISON
TEL N
ADMINSTRTAION
DR LEMMA TEFERA (MD) ADDIS ABABA MEDICAL DIRECTOR OF FEDREL PRISON
ADMINSTRATION GENERAL HOSPIAL
TEL NO
0911406138
ATO TESHOME ADDIS ABABA DEBRE BERHAN UNIVERSITY LECTURER
YIGREMEMEW(BSC.MSC)
TEL NO
0943082029

I have excellent reference and I would be delegated to discusses any possible vacancy with you at your convenience

Briefly my qualifications include
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I have taken / given

v

Syndrome case management of sexually transmitted infections training of trainers (SCM
of STI TOT) organized by Federal in Ministry of Health in collaboration with university
of California san Diego Ethiopia (UCSD-E) healed from July 22-27,2013 at Adama
,Ethiopia (Trainer)

Training on infection prevention and patient safety (IP/PS) organized by federal prison
administration in collaboration with ministry of health (FMOH) in Addis Ababa
Prevention of mother to child transmission of HIV (PMTCT)organized by federal prison
administration in collaboration with federal police Hospital in Addis Ababa

Physician initiated counseling and testing (PICT) organized by federal prison
administration in collaboration with ( UCSD-E)

Health management information system training of trainees (TOT) organized by federal
prison administration in collaboration with ministry of health(FMOH) in Addis Ababa
(trainer )

Mental Health gap base and standard course training organized by federal prison
Administration and international committee of the red cross (ICRC) and st ammanuel

mental specialized Hospital
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